MISSOUR! DIVISION OF HEALTH —STANDARD CERTIFICATE OF DEATH . .. 63~042910

OEPARTMENT OF PUBLIC HMEALTH AND WELFARE O 1000 .
Registration District No. _____________________Pnrnary Reglstration Distrlct No, __"2"7 "~ ___ Registrar's Ne.
FRATH VR Wit
i ik [ [y 963
1. PLACE OF DEATH. 2. USUAL RESIDENCE (Whare decomsed |ived. If institution: Residenca before

a. COUNTY Buchanan o s Mo b.county  Buchansl admisien

b. CITY [If outside corporate limin, give TOWNSHIP anly) qujh of may in 1b c. CITY Inside Limits

Tgsvn Sto JOSeph, Tgs\'N St' Joseph’ 'mﬁ Ne O
¢. FULL NAME OFgf NOT in hospltal, give location) Ingide Limits d. STREETY {If cutside, glve lacatian) Reside on Farm

o, 11 No llth Yes (KNo O ADDRESS 611 No 1lth Yes O N%

INSTITUTION
3. NAME OF DECEASED Firsr Middis Last 4. DATE
Givpe o prini Daniel Linza  Baker oS Nov 21y 1963

5. SEX 4. COLOR OR RACE i 7. Martied Never Marrled [J k‘féTE 3: Big AGE [lasr birthdtay} | IF UNDER 1 YEAR 1F UNDER 24 HR
?

Male wlhite Widowed Divorced [] 63 Months | Days | Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 100, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stale or country) | 12. CITIZEN OF WHAT COUNTRY

R By Yopgp!ice. sven if retired) Farm Buchanan Co, Mo U.S.A.
13a. FATHS! S N 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

ed?hh Baker Elizabeth Brown nons

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. . IN| NT Address

{Yes, nn,mnll (I1f yes, give war or dates of service) no fle Sm Bakel‘ ) Fauce t MO

18. CAUSE OF DEA'I'H. {Enter only one cause per line for {a), (B), and (e} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY ONSET AND DEATH

wareonare cavse w M21ltiple Cerebral Hemorrhages Smo

STATE FILE NUMBER

V5 300
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DATE AMENDED

Year

-
z
[F¥)
=
S
o
Q
a

which gave rise o
sbove cause [a)
stating the under-
lying cauze last

Condirions, i!nny,] oetom cardlo Vascular Disease 2yrs

OUE TO (¢)

PART 11. DTHER SIGNIFICANT CDNDITIONS CONTRIBUTING TO DEATH byt not relaled to the terminal PART IH. I}  deceased was foemale was
disease tondition given in PART | (a) there a pregnancy in last 90 deys.

I O YQ?]_-E No l O Unknown

16, WAS AUTOPSY | 20s, ACCIDENT  SWICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART I1 of item 18.}
PERFORMED jm] ] m]
YES{] NO

20c. TIME OF _Houl  Manih, Day, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, fectory, strant, office bldg., erc,) - .
NOT WHILE AT WORK [ .

/J' 1/6 s her 11/21/03
21. ) atended the deceased fmgTEP_EEZL&_ and last saw [, alive on
Death occurred a1 m en the date sated above, and 10 the best of my knowledge, from the causes stated.

22a. SIGHATY 22¢. DATE SIGNED

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
(NSTEAD OF

JF Mundy , MusBaa cerniricanion

USE BLACK INK

TYPEWRITER RIBRON

SHOULD READ

€ OF C?ETERY OR EREMATO 23d.MLOCATI [City, town, al county])

Cemete Ft avenworth Kansas

dTOR ADDRELS 25, DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
‘Uﬂ- il Joseph, Mo Do’ 2 7 /5&3 Ftss, MW

{Licensed Embalmer's Statement an Reverse Side)

LEFIDAVIT OF
e ——

ITEM NO.
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STATEMENT BY I.ICENSED EMBALMER

ST ETANEE Y SR T  E

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

;9" : ‘ - i Student Embalm

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER |n hIS OWN HANDWRITING
with the above constitutes grounds for revocahon of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If thls body |s nol embalmed fact should be so stated above.
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